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 E 000 Initial Comments  E 000

On July 1, 2009 an unannounced complaint 

survey was made to the above residence for the 

purpose of determining compliance with Comar 

10.07.14. Survey activities included an attempted 

interview of one resident. Property owner was 

not available. Telephone conversation was made 

with the property owner and he agreed to meet 

us there on July 2, 2009.

On July 2, 2009 a return visit was made. Survey 

activities include interview of property owner and 

interview of one border.

Based on survey findings, the residence is not 

operating as an assisted living facility.
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